Background: Since 2007, Guatemala integrated STI clinical service with an HIV prevention model into four existing public health clinics to prevent HIV infection, known as the VICITS strategy. We present the first assessment of VICITS scale-up, retention, HIV and STI prevalence trends, and risk factors associated with HIV infection among Female Sex Workers (FSW) attending VICITS clinics in Guatemala.
Introduction
Guatemala has a concentrated epidemic of human immunodeficiency virus (HIV) with prevalence greater than 5% in at-risk groups, such as men who have sex with men (MSM) and male and female sex workers (MSW, FSW) [1] . Sexual transmission accounts for 93% of the HIV transmission in Guatemala [2] . In 1998, the first study of FSW reported an HIV prevalence of 4.7% (n = 470) in Guatemala City, 11.1% (n = 117) in Puerto Barrios, Izabal (Honduras border), and 2.4% (n = 210) in Escuintla and Puerto San José [3] . In 2003, HIV prevalence was reported at 4.3% in Guatemala City (n = 309) and Puerto Barrios (n = 98) and 2.4% in Escuintla and Puerto San José [4] . In 2006, a study of 300 FSW in Puerto Barrios, Quetzaltenango, Coatepeque, Zacapa, and Guatemala City found an HIV prevalence of 1.1% [5] , and in 2010, another study of FSW from 17 departmental areas in the country reported an HIV prevalence of 3.8% [6] . The behavioral surveillance survey from 2012 reported an HIV prevalence of 1.1% (95% CI 0.5-2.4; n = 607) in Guatemala City, 3.7% (95% CI 1.8-6.5; n = 299) in Escuintla/Puerto San José, and 2.0% (CI 95% 0.7-4.3; n = 296) in Malacatán and Tecún Umán (Mexico border) [7] .
The potential for sexually transmitted infections (STIs) to facilitate HIV transmission has been widely documented [8] . Data have shown that the control of STI can prevent the acquisition of HIV infection. In 2007, the Guatemala Ministry of Public Health (MSPAS) implemented the Sentinel Surveillance of HIV/STI (VICITS) strategy in existing public health clinics-a strategy that lies within the framework of second-generation HIV surveillance that utilizes STI and behavioral data to inform, prevent, and control the HIV epidemic in key populations in Guatemala. The VICITS clinics serve the general population and key populations such as MSM, FSW, and transgender individuals. They provide more extensive services for the prevention, diagnosis, care, and treatment of STIs to FSW than the general population. These specific services include a comprehensive physical examination with gynecological and anal examinations, laboratory diagnosis of STIs, STI counseling, and access to STI medications and condoms. Currently, there are four VICITS clinics that serve FSW: STI health center in Zone 3 in Guatemala City (since 2007), health center in the city of Puerto Barrios in Izabal bordering Honduras (since 2008), health clinic at Marco Antonio Foundation (FMA), non-governmental organization (NGO) in Guatemala City (since 2010), and a health center in Quetzaltenango, the second largest city in Guatemala (since 2010).
By law, FSW working in Guatemala must register routine visits to health centers in an official booklet to certify that they do not have an STI infection [9] . Since 2007, MSPAS has obtained sentinel surveillance data for HIV, syphilis, chlamydia, and gonorrhea among FSW through the VICITS strategy. In addition to providing sentinel surveillance data for MSPAS program use and action, the VICITS strategy also provides behavioral interventions for the prevention and control of STIs among FSW, such as increasing the knowledge of HIV and STI transmission, encouraging consistent condom use, and distributing condoms at each visit. Specialized counseling for FSW is also provided by health personnel who receive periodic trainings in stigma and discrimination and who have an awareness and understanding of the implication of stigma in creating obstacles to effective HIV prevention.
In the absence of reliable data sources to characterize the HIV and STI epidemic among FSW, the VICITS strategy presents a promising option for lower-middle income countries with limited resources. The VICITS model, which integrates provision of STI diagnostic and treatment services, HIV prevention including condom promotion and behavioral interventions, and routine monitoring of clinical, behavioral, and laboratory data for surveillance purposes, was first implemented in Bolivia [10] . Although on-going collection of HIV and STI sentinel surveillance data among FSW has been conducted in Guatemala since 2007, no analyses have been conducted to explore HIV and STI trends over time or to describe performance in terms of scale-up and retention outcomes.
We analyzed risk behaviors and the prevalence of HIV and STI infection over a 5-year period (2007) (2008) (2009) (2010) (2011) , and investigated risk factors for HIV infection among FSW attending four VICITS clinics in Guatemala. Additionally, as measures of success of the VICITS strategy, we investigated scale-up, retention, and factors associated with retention at four clinics.
Methods

VICITS clinics
We included the four existing VICITS clinics in our analyses: STI health center No. 2 located in zone 3 in Guatemala City (Zone 3); a health center in Puerto Barrios, Izabal (PB); FMA located in zone 4 in Guatemala City; and a health center in Quetzaltenango city.
FSW VICITS attendees
Women 18 years of age or older who presented for a routine medical visit at one of the four VICITS clinics, who reported exchanging sex for money in the last 12 months, and who agreed to provide consent were recruited into the VICITS program.
Comprehensive HIV/STI prevention strategy (or VICITS services)
Clinic attendees who met the inclusion criteria received the following services at the first visit: pre-test counseling for HIV/STI including promotion of condom use, physical evaluation (including vaginal and anal exams), HIV testing and etiologic diagnosis of syphilis, genital infection with Neisseria gonorrhoeae or Chlamydia trachomatis, and syndromic management of STIs, treatment of STIs, as indicated, post-test counseling for HIV, and free condoms. The attending physician or nurse collected data using a standard medical record form from a face-to-face interview on patient demographics, sexual relationships, medical history, and findings from the physical evaluation and laboratory test results at each visit. Demographic information, and alcohol and illicit drug use were assessed during the first visit only. Laboratory test results were assessed every three and six months. After the initial visit, FSW with symptoms or signs of an STI were evaluated at least every 15 days and received presumptive treatment and a reference card for free treatment of their partners at VICITS clinics. FSW who tested positive for HIV were referred to the MSPAS Comprehensive Care Unit for follow up and treatment if indicated.
Laboratory tests
HIV was diagnosed using rapid tests (Determine) on-site in accordance with the national algorithm for HIV screening and confirmed with Enzyme-Linked Immuno Sorbent Assay (ELISA) at the National Reference Laboratory [11] . Syphilis was diagnosed with reactive Venereal Disease Research Laboratory (VDRL) with hiso end-point dilution titer $1:8 and confirmed with treponema rapid test or Treponema pallidum particle agglutination (TPPA) at the local laboratory and with ELISA at the National Health Laboratory. Genital infection with Neisseria gonorrhoeae or Chlamydia trachomatis was diagnosed with PACE2 test (GenProbe) at VICITS clinic Zone 3. All STI testing procedures followed the national algorithm [11] . Syphilis and HIV results were delivered 45 minutes after samples were collected. Quality control procedures were performed every three months on 100% of the HIV-positive samples and 10% of the HIV-negative samples at the National Reference Laboratory.
Statistical analysis
Following each visit, data from the form were entered into an Epi-Info database. The unique patient identifier was an alphanumeric code comprising initials of first and last names, sex, and birth date. In a given year, an active patient was defined as a FSW with at least one registered consultation to a VICITS clinic during the year. The number of FSW attending VICITS clinics each year Time trends in STI prevalence were assessed using person-level logistic regression models estimated separately for each VICITS location. The models regressed laboratory-confirmed infection status on year of first visit to identify time trends in prevalence. Transforms of year (square, cubed, square root) were also examined. Time trends in demographic and behavioral characteristics of VICITS clients were assessed similarly. Discrete quantitative variables (e.g. number of partners) were assessed using normal instead of logistic regression models. Separately, personlevel logistic regression models controlling for facility assessed factors associated with HIV infection and retention among firsttime VICITS clinic attendees. Only known confounders and variables that were statistically significant (p,.10) in univariate analyses were included in the multivariate model. The final model includes adjusted odds ratio significant at the 10% level.
Scale-up of services and retention of clients over time were also assessed as indicators of program performance. Retention was defined as the percentage of patients who returned for one or more follow-up visits to the same or a different clinic within 12 months of the initial visit. Because systematic patterns in retention are relevant to interpreting trends in infection prevalence among active patients, a logistic regression predicting retention was fit to health center, socio demographic characteristics, and behavioral variables. Year of visit was also examined as a covariate in order to estimate trends in retention unexplained by changes in patient characteristics over time. Diagnosis of HIV prior to entering VICITS and during the first VICITS visit was also examined.
Ethical statements
This is a secondary data analysis, not associated with patient identification data. The protocol was approved by Del Valle University and Centers for Disease Control and Prevention (CDC) Atlanta Ethics Committee.
Results
Characteristics of FSW seeking health services at VICITS clinics for the first-time Table 1 ). The median age at all four clinics was 26 years (IQR 22-31), 78.6% were single, 37.9% had less than primary education completed, and 65.9% reported being born in Guatemala. However, at the Puerto Barrios (PB) clinic, which borders Honduras, we observed a higher percentage of FSW of Honduran nationality compared to other clinics. The median number of clients in the past seven days at all clinics was 10 (IQR 5-20), 59.5% reported practicing sex work for less than a year, and 3.6% reported inconsistent condom use with clients in the past 30 days. Approximately 84% reported working primarily at venuebased locations (i.e. strip clubs, brothels based at residential homes or bars) and only 10.8% reported working at street locations. Of note, FSW attending the FMA clinic had different characteristics than other clinics with 29.0% reported being married or cohabitating with a partner, 52.1% having less than primary education completed, 56.7% working primarily on the streets, and 9.6% using condoms inconsistently with clients in the past 30 days ( Table 1) .
Prevalence of HIV and other STI
Annual HIV prevalence at each of the clinics is shown in Table 2 . HIV prevalence was greatest among FSW seen at the PB site, with no statistical difference over the years. Chlamydia had the highest prevalence of all other STIs at all four clinics. The annual chlamydia and syphilis prevalence in Zone 3 and PB remained constant over time while the prevalence of gonorrhea increased in PB (0% in 2009, 0% in 2010, 4.4% in 2011; p = .04) and remained constant in Zone 3.
In multivariate analysis, risk factors for HIV infection during 2007-2011 included attending the PB clinic (adjusted odds ratio [AOR] 4.52, 95% CI 2.09-9.78), having less than primary education vs. primary education (AOR 1.96, 95% CI 1.08-3.57), current syphilis infection (AOR 4.32, 95% CI 1.46-12.81), working primarily on the street (AOR 4.14, 95% CI 1.60-10.69), and using the telephone or internet to contact clients (AOR 3.40, 95% CI 1.11-10.38) ( Table 3) .
Scale-up
The four project sites initially experienced significant growth in the number of active (first-time and returning) FSW clients (Table 4 ). In a multivariate logistic regression model controlling for age and education, factors associated with negatively impacting retention included having a current HIV diagnosis, ever practicing sex work in another country, being born in Honduras, presenting for the first consultation to VICITS at the FMA or Quetzaltenango clinic sites, and visiting a VICITS clinic for the first-time in 2008 or 2010 (Table 5) . Systematic time trends with respect to retention were not detected (Table 5 ).
Discussion
Our data show local differences in HIV prevalence, patients characteristics, and clinic attendance that can be used to prioritize prevention activities targeting FSW in Guatemala. We found a low prevalence of HIV and other STIs among FSW attending VICITS clinics during 2007-2011. This trend was consistent with the findings from the behavioral surveillance survey implemented in 2012, which reported an HIV prevalence of 1.1% (95% CI. 5%-2.4%) in Guatemala City [7] . Also, we found no statistically significant differences in the prevalence of chlamydia, gonorrhea, syphilis, and HIV over time at the longest running VICITS clinic (Zone 3). These findings contrast with the report from the UALE project, another sentinel surveillance project implemented in Guatemala. They found a significant decline in gonorrhea, chlamydia, trichomoniasis, and candidiasis in follow-up visit during a 3.5 year period in Escuintla Guatemala. However, this finding could be attributed to the differences in demographic characteristics of FSW enrolled in the UALE project (e.g., higher illiterate rate among FSW in UALE compared to FSW in Zone 3) [12] . The PB site, which borders Honduras, reported the highest proportion of immigrant FSW. This group of FSW showed the highest HIV and chlamydia prevalence across VICITS clinics, but lower than the data reported by a similar sentinel strategy in Honduras [13] . The correlation of border and high STI prevalence was also described in another study conducted near the border of Guatemala and Mexico [14] .
We also found that the VICITS surveillance and prevention strategy achieved rapid scale-up during 2007-2011. Although all four sites experienced a substantial increase in the number of FSW attending VICITS clinics for the first-time after the first year of implementation, we have observed a gradual decrease in the number of new VICITS clinic attendees at the longest running clinic in Guatemala City (Zone 3) since 2010. The opening of a second VICITS clinic in Guatemala City in 2010 can partially explain for this decrease at Zone 3, as both clinics serve FSW in Guatemala City. These findings suggest that the VICITS strategy is feasible and well accepted, at least initially, by FSW.
Low retention figures were found is all sites, but Quetzaltenango showed lowest retention rate across the four clinics. These results might be influenced by the mobility of the population and the lack of data from regular STI services in the country. However, these finding were similar to the data from Honduras that showed nearly half of FSW returning to follow up visits [13] . As we explore other methods to increase retention at VICITS sites, the experience and data from Peru suggests that the use of mobile clinics might increase the reach and retention of FSW at VICITS clinics [15] .
Results from multivariate logistic regression showed that FSW who were diagnosed with an HIV infection at first-visit were less likely to return to the same or different VICITS clinic (retention) for re-testing and follow up. In Guatemala, national guidelines for HIV diagnosis makes obligatory reference to clinical care units for HIV follow up, but common illness, such as STIs, should continue to be treated at secondary care level (where VICITS clinics are). The loss of follow up of these patients might be due to this duality, but it might be also explained by dissatisfaction of public health services, as reported by other studies in Guatemala [16] . The VICITS strategy needs to focus in strengthening close follow up in order to improve retention, or in improving newer methodologies to reach and retain FSW. A better understanding of the causes of low return rates by first-time users at all clinics are urgently needed to enhance accuracy of sentinel surveillance data collected and to improve VICITS program retention.
Our findings are subject to several limitations. First, FSW attending VICITS clinics may not be representative of the FSW population in Guatemala. However, these estimates only reflect FSW attending VICITS clinics located in Guatemala's largest cities. Second, only FSW seeking health services at VICITS clinics are included in the analysis. Although all FSW must register routine visits in an official booklet, they can be seen at any health center of the MSPAS. Individuals who promote the VICITS strategy coordinate outreach activities with local NGOs, conduct weekly visits to places where FSW solicit business, and monitor social networking sites that promote the VICITS strategy on a weekly basis. They contact FSW and encourage them to seek health services at VICITS sites to increase testing coverage of the FSW population. Third, data are self-reported and social desirability may underestimate the reporting of stigmatized behaviors [11] . Counselors and clinical staff at VICITS clinics are trained to reduce stigma and discrimination towards key populations. Fourth, we did not collect information on sex behavior with type of partner, which might explain the dynamics of HIV and STI transmission in Guatemala. Despite these limitations, we contend that our VICITS strategy increases access to HIV and STI testing, thus increasing the possibility of early diagnosis of HIV-positive FSW and linking them successfully to care and treatment. In the current context of HIV surveillance and prevention in Guatemala, the VICITS strategy provides critical preventive and care services to key populations, while simultaneously monitoring the epidemic through the systematic collection of routine and programmatic data at existing public health clinics, without the need to conduct separate surveillance activities over time. This strategy provides timely surveillance data and important behavioral information for the design of new prevention activities that can strengthen existing prevention strategies to reduce HIV transmission in Guatemala. 
